The seventh meeting of the Forum on Maternity and the Newborn was chaired by Dr lain Chalmers (Director, National Perinatal Epidemiology Unit, Oxford) who introduced as the first speaker his colleague from the same unit, Ms Alison Macfarlane. She began by questioning the role of statistics in public policy-making in general, and the maternity services in particular. She reminded the audience of the many factors which mould policy-making at both national and local levels: Acts of Parliament, the reports of government committees and professional bodies, the results of court cases, marketing techniques of drug and medical equipment manufacturers, informal and formal discussion at professional gatherings, campaigns by lobbies and pressure groups, etc.
A definition dating from 1789, she said, showed clearly that statistics was regarded as a branch of political science, and this was certainly the view of those who founded the Royal Statistical Society in 1834, as well as that of William Farr who set up the system of analysing birth and death statistics. This registration system was set up primarily for legal purposes, but it had been Farr's hope that the statistics derived from it could be used to influence practitioners to 'administer remedies with discrimination and with due reference to the circumstances of the population'.
Shiftfrom home to hospital Unfortunately one area where these statistics did not seem to have been used to influence practice was in determining the place of birth. In the 19th century the high maternal mortality in the voluntary lying-in hospitals in England and Wales was a matter of considerable public concern. These hospitals did keep statistics and also appear to have had some idea of risk groups, as they deliberately excluded unmarried women and those women with no previous successful outcome of births (i.e. those at highest risk) from their institutions and therefore from their mortality statistics. The women thus excluded gave birth either at home, or in the institutions (centralized workhouses serving a number of parishes) set up under the Poor Law Amendment Act of 1834. Birth and death statistics for these institutions were not usually kept nationally.
By the early twentieth century (1909) , the minority report to the Poor Law Commission 'Report of seventh meeting of the Forum on Maternity and the Newborn, 12 December 1984 . Accepted 15 July 1985 estimated that 1.2% of births took place in workhouses. By 1927 this figure had risen to 3.3%. The increase in the building of both voluntary and municipal institutions for childbirth after the First World War was accompanied by an increase in the collection of statistics and the first national analysis of the place of delivery in England and Wales appeared in the Registrar General's Statistical Review of 1927. This revealed that 15% of births were taking place in institutions of some sort (3.3% in Poor Law Infirmaries, 11.7% in others). These analyses were subsequently published every five years, and in the next publication (1932) an increase in the number of institutional deliveries was reported. This increase was ascribed to economic changes (more people were receiving poor relief and were, as a result, obliged to deliver in Poor Law institutions), the greater willingness of women to enter institutions (in 1929 the administration of Poor Law institutions had passed from the Board of Guardians to local government), and the 'superiority of institutional practice'. Despite the fact that this was a statistical review, no data were presented to support this last statement. Anecdotal evidence from local history in St Albans suggested that the combination of fees and a means test made women reluctant to enter institutions for birth, while a professional body (the general practitioners), again without presenting statistics, suggested that home was a better place for babies to be born. The institutionalization rate rose further during the Second World War as a result of the government policy of evacuating people from the inner city areas and setting up emergency medical service hospitals. By the end of the war, hospitals had become the focus for birth, and the provision of free hospital care under the NHS reinforced the move towards delivery in hospital.
In 1959, the Cranbrook Committee suggested, without any supporting statistics, that 70% was the optimal percentage of births that should take place in hospital. This was followed, eleven years later, by the Peel Committee which suggested this percentage should be raised to 100%. Although its report contained a great many tables, none was analysed in a way that leant support to claims of greater safety in institutions. It did, however, imply that the rise in hospital confinements had been the reason for the decline in the perinatal mortality rate over the same period, heedless of the fact that coincidence does not necessarily establish causation. There were other statistics available to the Peel Committee which, Ms Macfarlane suggested, might have influenced their recommen-0© 1985 The Royal Society of Medicine 0141-0768/85/011957-07/$02.00/0 dation. Although the percentage of all births that took place in hospitals was rising, the percentage of beds in use in institutions was falling. In the late 1960s more beds were provided in both hospitals and general practitioner units in response to the earlier rise in the number of births (the post-war bulge), but by that time the total number of births was falling and the extra beds were under-utilized. Another assumption, again made without evidence, was that bigger hospitals were necessarily better.
It did not seem to Ms Macfarlane that statistics had played a very significant part in the policy decisions taken up to 1970; interprofessional rivalries and financial constraints had perhaps been more important. In addition to the non-use of statistics, she also gave examples of statistical 'inventions'. In the late 1970s a leading obstetrician, concerned about the maternity services, caused great public alarm by announcing that the numbers of handicapped babies and perinatal deaths were rising, when in fact no statistics were collected on the numbers of handicapped children and the perinatal mortality rate was falling.
Similarly, the 'magic number' of 5000, which was commonly given either as the number of unnecessary perinatal deaths, or the number of babies who were unnecessarily handicapped (or both!), was not a product of the Government Statistical Service, but it had often been repeated in the press during the 1980s.
In the party-political field, Ms Macfarlane drew attention to the selective use of good news by those in power, and the selective use of bad news of those in opposition. What was often not mentioned when people talked about the fall in perinatal mortality was that the postneonatal mortality rate was not falling.
Another device used by politicians was the rather questionable use of time trends, by which they sought to imply that government policies were responsible for the trend rather than simply taking place within it. The example given was the present Minister of Health's claim that 'under this government, perinatal mortality has been reduced'. It was certainly true that between 1979-83 it fell, but it had also been falling before that (particularly sharply in 1976) and had been in steady decline since the 1960s.
Nevertheless, many people still believed that statistics had something to contribute to decisionmaking; Ms Macfarlane quoted a DHSS report of 1981 which maintained that adequate, relevant and timely information was a key element in providing good quality services. A frequent criticism however, currently being addressed by the Steering Group on Health Service Information, was that NHS statistics were often produced too late to be as useful as they ought to be. Further obstacles to a good statistical basis for public comment and debate about health service policy were the subtle processes by which the prevailing orthodoxy and administrative convenience restricted the type of data collected, how it was analysed, whether and where it was published, and who had access to it. In an effort to reduce the cost of the Government Statistical Service by 25%, it had been proposed by Sir Derek Rayner that the publication of data should receive low priority and high prices should be charged.
In conclusion, Ms Macfarlane acknowledged the need for better and more relevant data, but she stressed that unless it was generally available there was no way of knowing if and how it had been used in decision-making, and no chance for the public to contribute to the process.
The next speaker, Mrs Marjorie Tew (Department of Surgery, University of Nottingham), examined the hypotheses on which the maternity service policies were currently based: namely, that high technology birth in hospital was safer than low technology birth in general practitioner maternity units (GPUs) or at home, and that the higher the degree of predicted risk, the more advantage there was to be gained from delivery in hospital. Both these hypotheses, she maintained, were translated into policy without any statistical evidence to support them and on investigation they were found to be completely undermined by the statistical evidence that was availablein particular by the evidence, published and unpublished, of the national survey of British Births 1970.
Examination ofthefirst hypotheses
The acknowledged fact that the crude perinatal mortality rate (PNMR/1000 births) was consistently higher in hospital than in GPUs or home with midwifery care, was presumed to be explained by the greater proportion of hospital deliveries at high predicted risk, the result of the booking policy which tended to direct women with known risk factors to hospital, and the transfer policy which tended to direct to hospital women who developed complications in pregnancy or early labour.
British Births survey data
In the Report of the British Births 1970 survey, an antenatal prediction score (APS) was devised which gave every birth in the survey points in relation to the mother's degree of risk in respect of factors known at the time of booking or before 20 weeks of gestation. From the published data the proportion of births at high, moderate and low risk at each place of delivery could be calculated, and this confirmed that hospital births included a greater proportion at higher risk.
Mrs Tew was able to use these APS data to recalculate the PNMRs for hospital, and for GPU and home combined, to show what they would have been if each place had had the same proportion of births at each level of risk. Before standardization the PNMRs were 27.8 for hospital and 5.4 for GPU/home (including the small number of GP beds in consultant hospitals). After standardization for the APS, the PNMRs became 26.8 for hospital and 6.0 for GPU/home, thus demonstrating that very little of the hospitals' excess PNMR was due to their excess of births at high or moderate risk as assessed by factors in the APS.
The authors of the survey report constructed also a labour prediction score (LPS) which gave every birth points in relation to the degree of risk in respect of factors present at the time of delivery. The LPSs of births in hospital would therefore reflect the results of the policy of transferring pregnancies which were booked for delivery in GPUs or home but which developed complications before or during the first stage of labour, risks which were deemed to constitute a much greater proportion of the potential risk at delivery than did the factors included in the APS.
The distribution of births and deaths by LPS was not published by place of birth, but in late 1983 the data were made available to Mrs Tew in response to her personal request. These demonstrated that again hospital births included a greater proportion at moderate and high risk, but standardization to show what the PNMRs for hospital and GPU/home would have been if each place had had the same proportion of births at each level of risk still left a wide disparity between them -24.0 for hospital and 8.4 for GPU/home.
A prediction score naturally does not include birthweight, since this is an outcome, but the two are correlated, for only 4% of births at low predicted risk were of low birthweight, compared with 33% of births at high predicted risk. Hospital births included a greater proportion at low weight. Much of this excess was probably the result of the hospital's induction policy, but even if it were not, standardizing to remove this bias still left most of the hospitals' excess PNMR unexplained: standardized PNMRs were 22.7 for hospital compared with 10.5 for GPU/home. These analyses, it was maintained, refuted the contention that hospital delivery was safer than delivery elsewhere and that the greater proportion of births at high risk in hospital accounted for the higher PNMR there.
Examination ofthe second hypothesis
The second hypothesis, that the higher the predicted risk, the greater the benefit of hospital delivery, For the APS the results could be estimated (see Table 1 ) from the incomplete published data if it was assumed that the PNMRs at low, moderate and high risk were in the same ratio to each other at each place of birth. It was pointed out that on this assumption, which was as favourable as any to hospitals, not only was the PNMR higher there at each level of risk, but that the PNMR for the low-risk group in hospital was higher than for the high-risk group in GPU/home.
For the LPS, the results were as shown in Table  2 . Again it was pointed out that the specific PNMRs were higher in hospital for every level of risk. More surprising was the finding that, though the PNMR was twice as high in hospital for the very low-risk group, the disparity was even wider at the low, moderate and high-risk levels, and not until the very high-risk level was the difference not statistically significant. Even this may have been due simply to the small numbers involved-only 2.6% of all births, of which only 15 took place in GPU/home. Factors not included in the 'prediction scores' It was Mrs Tew's opinion that a risk score such as the LPS offered the best instrument that had been, or was likely to be, available for making unbiased comparisons of risk at the time of delivery. Nevertheless, she accepted that it was not fully compre-hensive. It did not, for example, take account of intrauterine deaths or deaths due to congenital malformation. Even so, the former of these factors could not have accounted for any of the hospitals' excess PNMR, since their mortality rate for live births was itself more than twice the PNMR for all births, live and still, that took place in GPU/home, while the hospitals' very small excess of births with lethal malformations could have explained only a very small part of the excess PNMR.
Mrs Tew also pointed out that if the hospitals' large excess PNMR unexplained by the known risk factors were to be explained by factors as yet unknown, the unknown factors would have to be totally independent of the known factors, otherwise most of their effect would already have been allowed for. She had earlier illustrated the interdependence of the known factors by showing how little more of the hospitals' excess PNMR was accounted for by standardizing for the combined effect of factors included in the LPS, than for those in the less comprehensive APS, than for the factors singly. She conceded that there might be independent factors as yet unidentified and unquantified; for example, the significance of the biological contribution of the baby's father had not so far been investigated. But such independent factors would have to be shown to be sufficiently powerful and present in such excess among hospital births that they would account for twice as much of the disparity between the PNMRs as was accounted for by all the factors included in the LPS. In the absence of such unlikely evidence, the hypothesis on which the policy for the maternity services was based could not be substantiated.
Mrs Tew asserted that the implications of overlooking the evidence she had presented had been, and continued to be, very serious. There was no basis for the policy of 100% hospitalization, now almost realized; hence there was no justification for the vast expenditure on accommodation and equipment required to implement it; nor was there any justitication for the propaganda which had persuaded nearly everyone, medical and lay, that it was dangerous and irresponsible for mothers to consider giving birth anywhere but in a hightechnology hospital.
The policy had imposed unnecessary suffering on mothers and babies; it had placed obstacles in the way of medical understanding of the true nature of childbirth; it had caused research efforts to be directed towards the development of machines and required professionals to master the skills of high technology at the expense of the skills of low technology, as if human reproduction were inevitably pathological. It would continue to do so, she warned, until those in power could be persuaded to examine the statistical basis for their policies and modify them accordingly.
The final speaker, Ms Rona Campbell (London School of Hygiene and Tropical Medicine), was the principal research worker responsible for a survey of all the home births in England and Wales in 1979 undertaken by the London School of Hygiene in collaboration with the Office of Population Censuses and Surveys (OPCS) and the National Perinatal Epidemiology Unit (NPEU) carried out as a reaction to the Short Committee's recommendation that home births be phased out further.
This recommendation had been the result of their taking at face value data published in 1980 showing that the crude perinatal mortality rate (PMR) for births in consultant units (and GP units within consultant units) had fallen steadily in recent years, while the crude PMR for births at home had risen sharply over the same period, and in 1977 was higher than that for consultant units.
The explanation for this surprising finding lay in the fact that between 1975 and 1979 there had been a marked decrease in the number of planned home births (the absolute number of births at home fell from 19 500 to 9000). It followed that unplanned births at home, carrying a very different risk of death, were likely to have formed an increasing proportion of births at home. The aim of the survey was to ascertain the intended place of delivery for all mothers giving birth in 1979, in order that PMRs by intended place of delivery could be produced.
Methods and results
To this end, identifying details about each mother and baby were taken from the draft registration form, transcribed onto individual questionnaires and sent to the senior supervisor of midwives in each of the then 210 Health Districts in England and Wales. The main question asked was: where was this woman booked to deliver immediately prior to the onset of labour? Supplementary questions requested details of birthweight, gestational age, abnormalities, accoucheur, transfer to hospital and parity. Information was collected on 93% of women who gave birth at home in 1979. This showed that only two-thirds of home deliveries were planned, and that their PMR was very low, at 4.1/1000. The remaining third, which were unplanned, had a PMR of 67.5/1000. Of the unplanned group, 15% were intended to occur in a consultant unit and over 40% of the perinatal deaths came from this group; 3% of the unplanned group were completely unbooked, and a further 27% of perinatal deaths came from this group (i.e. 1 in 5 of the babies born to unbooked mothers died). The survey also showed that while 98% of planned home deliveries had professional attendants (97% midwives, 1% doctors), only 40% of those originally booked for delivery in consultant units, and only 27% of unbooked mothers, were attended by a professional. Nearly half of the mothers who were unbooked delivered entirely alone.
A surprising finding was that 61% of the mothers who were originally booked for GP unit delivery, but actually delivered at home (6% of the total), had a midwife in attendance. Supplementary questions elicited the fact that 5% of these actually wanted to give birth at home, and did so with the cooperation of the midwife. The outcome of these births was similar to the planned group. The mothers tended to be of higher parity than the planned group and a significantly higher percentage were aged under 20 or over 35, and were unmarried.
As far as the babies were concerned, there were considerable differences in the mean birthweights. The highest mean recorded (3474 g) was for babies born to mothers who were booked for delivery at home, and the lowest (2857 g) was for babies whose mothers were not booked anywhere for delivery. Most of the babies born to mothers who were booked for delivery at home were over 2500 g; only 2.5% were below this weight, which compared favourably with both the England and Wales figures of 7% and with the unbooked home births, of whom nearly 33% were of low birthweight. The perinatal mortality rate of the few babies of low birthweight born to mothers whose home delivery was planned was 48.3/1000, which again compared favourably with the England and Wales figure of 132.6/1000. (With the exception of babies born to mothers not booked anywhere, the PMR for babies born at home and also weighing 2500 g or more was low, regardless of the intended place of delivery.) Analysis of social class was only possible for 10% of registered births, but amongst these it was apparent that more planned home births were registered as social class I and II, compared with all births in England and Wales.
Maternal age did not have a great influence on perinatal mortality. In general the lowest rates were to mothers aged 20-29, and the highest were for mothers aged under 20.
Parity, on the other hand, was strongly correlated with perinatal mortality. Regardless of whether the home birth was planned or unplanned, babies born to women who had not previously given birth to a fetus of more than 28 weeks gestation were 10 times more likely to die than those born to mothers who had already borne a child successfully. Amongst the planned group the PMR was lowest for second-time mothers (possibly because women who had lost their first baby would have been advised against a home delivery), and amongst the unplanned and unbooked group the PMR was lowest for third-time mothers. The usual association of high parity with high PMRs, revealed by cross-sectional analysis, was not borne out by longitudinal analysis, which demonstrated that this apparent association was accounted for by a small group of women who had numerous pregnancies to compensate for consistently poor pregnancy outcomes.
The findings of the survey were consistent with the findings of two other studies, Burnett et al. in North Carolina and Murphy et al. in Cardiff, who both found a higher PMR in babies whose birth at home was not planned, compared with those whose home birth was planned. The Cardiff study additionally revealed that an increasing proportion of all home births were unplanned. What the home birth survey did not show, Ms Campbell emphasized, was the true risk of perinatal death for a mother having a planned home birth, because a proportion of these (available data suggested about 10%) would be transferred to hospital in labour. Data obtained from the study, together with that from other studies, suggested that the rate might be as much as doubled when transfers were taken into account.
Recommendations
The study as a whole emphasized the critical importance of collecting information on the intended as well as the actual place of deliverysomething which would be done once the recommendations of the Steering Group on Health Service Information were implemented.
Finally Ms Campbell expressed her surprise, in the words of Archie Cochrane, that successive committees had been content to accept trends as something God-giveninstead of demanding a more rigorous analysis looking into causality.
Discussion
In the discussion which followed one midwife gave details of her analysis of her own first 50 deliveries and reported that 75% of elderly primigravidae delivered uneventfully at home, suggesting that age should not be regarded as a significant risk factor. Another midwife who had done a similar analysis of her own bookings over a 3-year period, felt that old registers of community midwives might be an untapped source of useful statistical data.
Trial design: It was felt that professionals did not have a proper understanding of statistics included in their education, and therefore tended to ignore them if they seemed at all complicated. Some understanding was seen as vital if professional groups were to advance logical and unbiased policy recommendations. What was also required was some appreciation of the proper design of trials so that complicated statistical calculations to control for important factors were kept to a minimum. Statisticians would rather be asked to help work through a logical design for an investigation than to untangle the results at the end.
One of the dangers of designing trials which relied on being able to identify and control for risk factors was illustrated by the 1980 coronary drug project, details of which were contained in slides which the chairman showed. The designers of the trial, noting that raised blood cholesterol was associated with an increased incidence of myocardial infarction (MI), decided to test the effectiveness of the cholesterol-lowering agent clofibrate on the mortality rate from MI. They collected information on about 40 different aspects of each patient in the trial which might constitute a risk factor, such as age, ECT, transaminase levels, X-rays, etc., and then randomly allocated them to two treatment groups one of which was given clofibrate and the other chalk. After 5 years the mortality rates in the two groups was the same (20.0 in the active group, 20.9 in the placebo group). They then divided the treatment group into two, the 80% who had taken their tablets as instructed and the 20% who had defaulted. This time they found that the mortality rate amongst compliers was significantly lower than amongst non-compliers -15.0 v. 24.6. Instead of concluding, as they might, that the treatment was effective, they divided the placebo group into compliers and non-compliers. Surprisingly, the difference in mortality between these two groups was even more dramatic, the rate being 15.0 for the compliers compared with 28.2 amongst the non-compliers.
What they had discovered was that there was something about people who take their tablets according to medical instructions, regardless of the tablets' efficacy, which leads them to be rewarded with a greater life expectancy; and this 'something' was totally unrelated to any of their carefully collected risk factors.
Definition of 'riskfactors': Another member of the audience acknowledged the difficulty of predicting risk from known factors, but felt that part of the reason was the reluctance of many professionals to make their definition of a risk factor more comprehensive. He felt that personality and behavioural factors might be more potent indices of risk than any of the more easily measured physiological factors. This was illustrated both by the coronary drug project and by findings that came indirectly from work by Ann Cartwright which had shown that labour at home was on average 2 hours shorter than in hospital. It was hard to explain this, he felt, other than by suggesting that some kind of inhibition was taking place in hospital.
Creating change: The observation that statistics should be slowly and gently introduced to raise the consciousness of even entrenched obstetricians was countered by another-that some people never seemed to be convinced, no matter how much evidence was put before them, and that the way forward was either that courageous individuals staked their-reputations on putting into practice the consistent findings of properly controlled research, to demonstrate to others that it was valid; or, in the case of home births, that overwhelming evidence was put before those who had the power to translate research findings into policy. The only way to determine the safest place of birth conclusively would be by means of a randomized controlled trial, which by now would be not only impractical but probably beyond the means of the MRC or DHSS.
One member asked Marjorie Tew that if it were not the case, as it had seemed to him, that it was the rise in hospitalization rate that had been responsible for the fall in the PMR over the same period, to what did she attribute its fall? Her response, that it was probably more to do with improvements in maternal health, was taken up by others who suggested that the greater availability of abortion and contraception, with the subsequent decline in the number of babies born to women at the extremes of their reproductive years, or to any one woman, as well as improvements in nutrition, health care and sanitation, were all influential in reducing the PMR. There was, however some difference of opinion as to what proportion of that fall could be ascribed to 'social' changes: a study in 1983 by Forbes and Boddy, which had considered these factors in relation to Scotland, was quoted as concluding that they accounted for only 15% of the fall, whereas another paper had suggested that demographic changes alone accounted for 44% of the drop in PMR from 1958 to 1978.
Mrs Tew was asked directly whether she felt that it would be reasonable on the basis of her analyses to advise all women, whatever their degree of predicted risk, to have their babies at home. She felt that it would, and that it would concur with Michel Odent's view that the more the baby was compromised in utero, the less it would be able to cope with the consequences of obstetric intervention.
Two other points that were raised were that data collection was poorest at regional and district level, when the data collectors received no feedback and their recording therefore had no significance for them; and that the results of statistical analyses were often unavailable to those who wished to use them, for example to fight the closures of small GP units.
The 'last word' Finally, as a test of the relevance of policy-making to statistics, the chairman asked each of the main speakers what they would advocate concerning the. place of delivery towards the year 2000, if they were in a position to create policy. Alison Macfarlane said that firstly she would want the implications of the statistics currently available clearly explained to parents and professionals, and then in the light of the results of the home birth survey -and given that risk assessment was only available in relation to factors that had previously been measuredshe would make facilities for home birth available to those who wanted them, backed up by the best available screening process.
Rona Campbell felt that women should be allowed a greater choice and that their wishes should dictate the facilities that were provided, as the outcome of their choices was carefully monitored. Marjorie Tew wanted to see all obstacles to home birth, such as the fear of GP reprisals, removed, and mothers advised that hospital delivery was safer for them only where there was good evidence that this was so. She would also halt the closure of isolated GP units and where possible reopen those that had closed. There would be no funding for technological equipment, except for pilot studies, until it was demonstrated to be of value. Lastly, she would ensure that more emphasis was placed on acquiring low-technology midwifery skills, rather than the skills of hightechnology obstetrics, in the training of midwives and general practitioners. Dr Alan McGregor (University of Wales, College of Medicine, Cardiff) presented his studies on the antibodies to human thyroid microsome, some of which had been carried out in collaboration with Drs Mirakian and Banga (Middlesex Hospital, London) . Following the studies of Khoury et al. (1984) , the human microsomal antigen is currently viewed as the vesicular membrane of the exocytotic vesicle which transports thyroglobulin from inside the cell to the surface membrane. This antigen is therefore expressed at the surface. Microsomal antigen was prepared relatively free of thyroglobulin and ELISA developed to detect the presence of microsomal autoantibodies. This ELISA correlated well but was more sensitive than the conventional haemagglutination or immunofluorescence assays (Weetman et al. 1984) . The intra-assay variation was extremely good but the inter-assay variability rendered it advisable to run all samples in one trial in the one assay. This assay made it possible to follow in vivo and in vitro the response to therapies such as radioiodine, carbimazole or methimazole.
In their screen of 100 patients with Graves' disease, 90 had antibody to thyroid microsome and 35 to thyroglobulin.
Monoclonal antibodies have been raised by Dr McGregor and his colleagues to thyroid microsomes. One of these antibodies was shown to be an IgM antibody which recognized the intracellular microsomal fraction, whereas another stained the villous membrane. This latter antibody was shown to bind to the thyroid monolayers and be capable of killing thyroid cells. Furthermore, antibody to thyroid microsome was able to inhibit cAMP release by thyroid cells stimulated with thyroid-simulating hormone (TSH). Antibodies to thyroglobulin did not have this effect.
Professor Donald Munro (Sheffield) presented an interesting history of studies on Graves' disease (Adams & Purves 1956) . His overview covered the elucidation of the role of the long-acting thyroid stimulator (LATS) and an antibody which blocked LATS activity (LATS-P). It was proposed that isolation of the relevant monoclonal antibodies and purification of the TSH receptor would further our understanding of this disease, much as had already been accomplished with the acetylcholine receptor and myasthenia gravis (Munro 1984) .
The availability of the autoantigen and the possibility of antigen presentation by thyroid epithelial cells (thyrocytes) was discussed by Drs Franco Bottazzo (Middlesex Hospital, London) 'Report of meeting of the Section of Clinical Immunology & Allergy, 10 December 1984. Accepted I August 1985. 0141-0768/85/011963-03 $02.00/0
